these excesses of cancer in the environment of Kampala would take us into another stage of the epidemiological study of cancer in Africa. A case could be made for considering the effects of childhood malnutrition (Davies 1952) , in particular for its effects upon the liver (Davies 1949) , and the possibility of this being responsible for the high output of aestradiol in the urine (Bersohn & Oelofse 1957) . The effects of diet must be considered in the light of Crawford's (1962) observations from Uganda on the daily drenching of the bodies of plantain eaters with serotonin and similar substances. The influence of parasites, e.g. schistosomiasis, is worth investigation especially in the light of changes in the urinary enzyme content shown by Fripp (1961) in Kampala. There is the influence of climate which, as Burkitt (1962) has shown, decides the distribution of lymphoma in children. There is the influence of tribal customs and habits such as circumcision.
All these cry out for investigation in Africa for the cancer pattern in other parts of that continent clearly differs markedly from the pattern established in Uganda. South Africa does not have the childhood lymphoma nor the abundance of other jaw tumours prevalent in Uganda. There is not in Uganda the fantastic incidence of csophageal cancer or lung cancer reported from further south. In Uganda gastric tumours are infrequent; but in the Katana area of the Congo, across the Congo Basin Watershed, where the waters are alkaline, gastric cancer is common, 25-29 % in recent survey reports (Gigase 1962, unpublished) . In Kenya (Clifford 1961) there is a different picture again, due to the high frequency of tumours of the post-nasal space and of the nose and nasal sinuses.
Uganda is only a small part of Africa and in other areas where soils, climates, diets, tribal customs and other circumstances are different, the cancer patterns are also different. It is these differences which make Africa such a valuable field for studies in the tetiology of cancer.
Mr Alan White (Bulawayo, Southern Rhodesia) said that the pattern of site and type of cancer in Southern Rhodesia differed both from that of Uganda and from that of Europe. A -detailed survey had only just been started, but since 1961 they had known of the failure of the Uganda workers to demonstrate a steep rise in cancer rates in Africans of the older age groups. This was an obvious focus of criticism, suggesting that there might be an uncovered reservoir of cancer in the older Africans who died without seeking medical attention. In Bulawayo, with a population of over 150,000 Africans, death without medical certification had been virtually eliminated so that 97 3 % of all dying in hospital were subject to autopsy. The minority escaped either because they were Moslems or through administrative oversight. This virtually complete autopsy study had failed to show any such reservoir of undiagnosed cancers, especially of the breast and gastro-intestinal system. Concealed cancer in this population was a negligible factorexcept as regards primary hepatic carcinoma, which was found in a considerable number of cases in which the diagnosis had not been suspected clinically.
A sociological survey was now being made into the use by older Africans of the hospital services and to determine how many returned to the rural community when sick. The older age groups were well represented in the hospital population but the age structure of the urban population was not the same as that of the rural population, since the younger men in particular emigrated to industry in the towns.
The Kyadondo rates were those of a rural peasant population. The Johannesburg rates came from an African proletariat in the most highly industrialized part of Africa. In both there was a deficiency of breast and gastro-intestinal cancer. (Esophageal cancer was common in South Africa and in Rhodesia and was the commonest single cancer of the gastro-intestinal tract. It occurred commonly in the third or fourth decade of life, 75 % in the middle third and 25 % in the lower third of the aesophagus. Carcinoma in the upper third of the aesophagus and in the hypopharynx was remarkably rare. The tumour appeared often to develop in multicentric foci. North of the Zambezi esophageal cancer seemed to be far less common.
Mr White could confirm for Rhodesia the anomalous distribution of large intestine cancer found in Uganda. Only one case in five years had occurred other than in the rectum or the c-cum and ascending colon. This was of diagnostic importance in that a colonic stricture in an Section ofEpidemiology andPreventive Medicine 535 African in Rhodesia was considered tuberculous till proved otherwise. The sex ratio of colonic cancer was 4 females to 1 male. Females seemed particularly prone to rectal cancer. The mean age of his cases of large intestine cancer was 35 years and the tumours were of a high grade of malignancy with poor prognosis. Lung cancer, uncommon in Uganda, was so common in a certain area of Matabeleland that the incidence rates there, in mine workers, were possibly five times as high as the United Kingdom rates. These lung cancers were associated with coincidental skin changes resembling those of chronic arsenical poisoning and these skin changes appeared to be premalignant. Breast cancer was uncommon and cancer of the cervix common in Rhodesia, so that in these respects the latter country resembled Uganda, but in Rhodesia endometrial and ovarian carcinomas were less common.
The constant sunshine of Central Africa exposed the local European to high rates for basal cell carcinoma, a tumour rarely seen in the African unless he lacked pigment. Malignant melanomas and squamous cancers of the skin were tumours of the rural African, the former in those who wore no shoes, most commonly seen on the soles of the feet; the squamous cancers in over 65 % of cases occurred below knee level on a basis of long-continued tropical ulceration, but not in Rhodesia, where this was an uncommon condition; these cancers in Rhodesia appeared to arise de novo.
Bladder cancer in Rhodesia showed the same type frequencies as in Uganda and transitional papillomas were rarely seen, but the schistosomiasis rate in Rhodesia was much greater than in Uganda. Interesting fields of research were opened up by the observations of the large amounts of serotonin derivatives in the urine of banana eaters and in the variation in the composition of the bile induced by changing from a staple African diet to a European type of diet. Diet and soil also were important in the genesis of thyroid cancer. Goitre and thyroid cancer were geographically restricted in Rhodesia, almost all cases coming from the east of a line from north to south bisecting Southern Rhodesia about halfway between Salisbury and Bulawayo. This line corresponded to an alteration in the basic vegetation from the dominant acacia to the brachystegia of Mashonaland. Sporadic cases from the western part came from isolated pockets where this type of vegetation persisted.
All these observations pointed to the fundamental need to study the African disease pattern now, with industrialization, urbanization and the dietary changes that were taking place. Unhappily Rhodesia had no such accurate records as had Uganda in the Mengo Hospital Notes. Base lines needed to be established even at this late stage. During the five years that accurate records had been kept at Mpilo Hospital it was clear that environmental changes had introduced diseases such as appendicitis, gall-stones and peptic ulceration with an increasing incidence even over a few years.
Mr White wished to thank his colleagues for their help and advice and for permission to quote unpublished work, and was glad to acknowledge the assistance Professor Knowelden was giving to African workers in establishing base lines.
Meeting January 181963
The subject of the meeting was the Epidemiology of the Tristan da Cunha Community; the following papers were read: 
